Open Access EDITORIAL
Through academia, professional disciplines seek -whenever possible -to base their actions on theory rather than fact and historical practices. This serves to improve certainty and place curricula, research, and practice on the best footing in terms of knowledge and quality. This emphasis extends to the workplaces in which professionalised disciplines are learned and practised. In healthcare, great importance is placed upon evidence-based findings to support clinical practice 1 . Although subject to ongoing debate, the quality of research is assessed against a yardstick that culminates in a 'gold-standard' of clinical trials and systematic reviews. What healthcare professionals do, should, whenever possible, be based upon evidence, not ritualised practices and missives, such as "I was trained this way" and "This is how we do things here".
Nursing boasts a rich and ongoing literature devoted to existing and new theories and models of nursing and health care 2 . The common sense fact behind this is of course that there is no single mental model; contexts, perspectives and frames of reference often change rapidly band in-situ (what we often refer to as 'real-time'). There is a requirement that theories and models of nursing and health care are tested and can ultimately contribute to evidence-based practice and inform health policy; this need is even greater today, given the everincreasing costs of healthcare, demographic change, and various pressures on the healthcare workforce and global economies. From the above, it becomes clear that a description with reference to a diagram to explain Hodges' model 3 is insufficient if theory in nursing and nurse education is to be progressed and practice assured in terms of patient/public safety and high quality of care. This editorial seeks to explore the following questions: 3 . Hodges saw that a model of nursing was needed for several purposes: curriculum development, reflective practice, person-centred care and acts as a bridge to narrow the theory-practice gap. The result was Hodges' Health Career -Care DomainsModel which Hodges taught up to retirement in the early 1990s. Hodges' model is best explained with reference to a diagram as per Figure 1 . This figure combines the model's axes and knowledge domains and shows that Hodges' model is simplistic in its basic form. The model is also potentially complex as a form of 'rich picture'. As can be seen in Figure 1 , the model's two axes intersect. The horizontal axis is the HUMANISTIC-MECHANISTIC; the vertical represents the INDIVIDUAL-GROUP. The axes give rise to four quadrants and these provide four spaces, or domains within which concepts can be placed. The domains, as indicated in the figure are not placed arbitrarily, but are derived through a series of questions concerning both the subjects (persons) and agents (formal and informal) of healthcare and the types of activities and events that might occur to deliver care. Hodges' model provides a space that can be described as deliberative, argumentative, or reflective. From the simplified nature of the model, it is an easy step to see the model as idealised; a function of many models and frameworks. Figure 1 can still prompt many questions. How are we intended to navigate the axes? Are they equivalent in breadth of the continua represented? What is the 'unit' of measurement? Taking the individual-group axis first, we can see where the idealisation of person-centred care is located. This is not just by virtue of labelling (individual), but is associated with the knowledge that it invites around it. The top two domains of interpersonal and sciences instantiate the two forms of nursing care upon which all nursing is based and around which a parity of esteem debate still rages 4 . These are mental healthcare (interpersonal) and physical care (the sciences). Within these domains, we can conceptualise the various activities that make up being human and doing nursing. Communication is a key concept in which all healthcare professionals must achieve and maintain competency 5 . In addition, the modelas a whole -can also be considered, according to need, as being found within a spiritual domain.
If the individual, whether as patient, or carer, is the preserve of the upper half of the model and the clinical encounter we must extend the individual beyond this. In public health we see the potentially life or death connection between the individual and others in 'contact tracing' or 'partner notification' that is prioritised in communicable disease. The sociological and political domains require consideration of the relational: reflection, reflexive, human relationships and power relations 6 . The inclusion of a POLITICAL domain increases the model's conceptual scope of the model and its relevance. Rev Cuid 2017; 8(3): 1697-704
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Even in the horizontal axis we see how nursing and this model is predicated on the person as the primary focus. The various things we need to describe, be they objects, ideas, concepts, behaviours, outcomes, tests, data, phenomena all fall into one of two broad categories. They are either humanistic, or mechanistic. Acknowledging idealisation once again, of course context is critical, there can be overlap. The model is situated, a concept that spans nursing and education. For nursing, this means practice is to the fore 7 , Nursing might and must be directed by evidence and best-practice, but as Mitchell argues it is the entirety of the personperson encounter that is nursing 7 .
Thresholds abound in day-to-day life, the sciences, myth, culture, history and in the literature. Being a guest in someone's home is something we negotiate from a young age beginning with family. Crossing the physical threshold of a patient's home as a professional was encountered as a student nurse in 1979.
Gravity is a threshold we take for granted until we fall. If instability occurs then consequences follow: heart muscle becomes arrhythmic, a building might collapse, as with an economy, lava erupt, tributaries flow and a population explode. Individually and socially, we quickly recognise the threshold of pain -physically and psychically. The two primary thresholds are of course death and taxes. Thresholds in economics and finance define and drive markets and levels of taxation. Variation in queuing and operational research is accommodated using fixed and adaptable algorithms that can alter a threshold according to the size of a queue 8 . In the field of toxicology, Crump 9 11 discuss the definition of a threshold concept as a transformative gateway, possessing certain properties (for example, being integrative and possibly 'troublesome') that leads to the understanding of new and conceptually more difficult ideas". There is insufficient space to critique threshold concepts in detail, but details follow of a comprehensive literature resource on TCs.
The research interest in TC is also evident through textbooks, papers, a conference series, and a comprehensive online bibliographical resource hosted by University College London. Entries range from 'academic professional development' to 'widening participation' to more recognisable disciplines, such as physics, engineering, and mathematics. A keyword directory covers education across the topics of early childhood education, lifelong learning, mentoring, primary and secondary school education, technologyenhanced learning, and many more. Healthcare is also well represented. Table 1 , from the bibliography, outlines the features of TCs and provides the references retained within the table.
Table 1. Features of a threshold concept

Transformative
Once understood, a threshold concept changes the way in which the student views the discipline.
Troublesome
Irreversible Given their transformative potential, threshold concepts are also likely to be irreversible, i.e., they are difficult to unlearn.
Integrative Threshold concepts, once learned, are likely to bring together different aspects of the subject that previously did not appear, to the student, to be related.
Bounded
A threshold concept will probably delineate a particular conceptual space, serving a specific and limited purpose.
Discursive Meyer et al., 11 suggest that the crossing of a threshold will incorporate an enhanced and extended use of language.
Reconstitutive "Understanding a threshold concept may entail a shift in learner subjectivity, noted. Such reconstitution is, perhaps, more likely to be recognised initially by others, and also to take place over time".
Liminality
Threshold concepts are likely to be troublesome for the student … knowledge can be troublesome e.g., when it is counter -intuitive, alien or seemingly incoherent.
Meyer et al., 11 have likened the crossing of the pedagogic threshold to a 'rite of passage' (drawing on the ethnographical studies in which a transitional or liminal space has to be traversed; "in short, there is no simple passage in learning from 'easy' to 'difficult'; mastery of a threshold concept often involves messy journeys back, forth, and across conceptual terrain".
Source: http://www.ee.ucl.ac.uk/~mflanaga/thresholds.html Thresholds of an often-critical nature come to the fore in respect of health, care and nursing. When things are stable, we take no heed. If a threshold denotes anything, it indicates a potential, a new signal -new information that might follow that may or may not denote change of some kind. Particles and fluids have their dynamic also acting as an analogy for the journey that we call life: from the micro (sub-atomic) level of cells pumping protons with a death threshold associated with cell functioning and apoptosis 12 , to the macro level of geomorphological phenomena 13 . Colman 14 defines the absolute threshold found in neuroscience and psychophysics, the level of stimulus that can be detected by the human senses. Ecological and environmental thresholds often feature in the news when they are breached and public safety might be affected. Industrial hygiene and safety investigators test and refine safety thresholds for chemicals in the work environment.
More generally, the existence and utility of thresholds (as noted above) soon make themselves evident in health and social care. Caring is fundamental to nursing and this is where we can begin. Clouder 15 investigates caring as a threshold concept, stressing the ethical, moral and personal challenges that professional caring demands. Threshold concepts have been explored and proposed, thus: differentiating thresholds within panic disorder 16 ; surgically in clinical transplantation 17 ; within mental health to promote patient-centred care in interprofessional education 18 ; the social model of disability as a TC 19 In Hodges' model, we can discern a series of multidimensional and interrelated continua, which form a framework. While simply 2D to begin, the axes in Hodges' model can quickly take on multidimensional and interrelated form. We can project time through the model to create a series of frames, frames populated according to our purpose.
As already noted, taken at face value ( Figure  1 ), Hodges' model 'speaks' of continua and conceptual domains, but how does Hodges' model relate to thresholds and threshold concepts? The full title of Hodges' model bears the health career.
This refers to an individual's life, the life chances that their birth, upbringing, health, education and circumstances affect upon them. Health career can be linked to the TC feature of liminality. Being an expert is in a sense a claim to liminality. Liminality is not an end-point, as the increased need for lifelong learning reveals. As an adjunct to reflective practice, Hodges' model can surely claim something in common with TCs? If a lay definition of an expert is someone who knows when, how and which corners to cut for reasons of efficiency, efficacy, effectiveness; then perhaps the utility of TCs may lie in the disciplinary routing they facilitate -as discussed in the literature. This also applies to beginners. There is a possible synergy in two respects that involve the mapping metaphor so often ascribed to utilising concepts fully. There are clearly 'disciplinary TCs' even while this relies on the presence of a knowledge-silo mentality. Such bounded TCs are defining characteristics of expertise, professional differentiation and professional boundaries, delineating scope of practice.
This editorial informs a practice related project to instantiate Hodges' model within a web-based reflective workbench. Users will be able to input, select, organise and map a case using Hodges' model as a structure. It is envisaged that users will be presented with an interface according to their platform registration. Learners would be able to tag the content of their case in a variety of ways, including what they consider to be 'troublesome' concepts. The reflective workbench would then serve as a repository for a dedicated dataset to help validate Hodges' model (Do users apply Hodges' model in a consistent way?). In addition, an idealised objective would be for the model to facilitate the user's sense, awareness, learning of values through Hodges' model (discursive) and how their beliefs and attitudes develop (integrative, boundedness, reconstitutive) through their student career (transformative, liminality).
Hodges' model allied with TCs as explored here can help learners achieve a conceptual gestalt. The approach outlined here appears to be sympathetic to research and researchers. Hodges' model might provide a pathway to and a measure of holistic care, especially when care concepts are truly integrated. An online definition of 'gestalt' reads: "an organized whole that is perceived as more than the sum of its parts". In so much of what we do in health and social care, such as person-centred and integrated care, this definition applies to not only the health of the individual, but global health and development too.
